Fu un nc ct ti io on na al l A As ss se es ss sm me en nt t o of f E El ld de er rl ly y P Pe er rs so on ns s: : A A P Pr ri im ma ar ry y--C Ca ar re e A Ap pp pr ro oa ac ch h "Studies have shown that use of formalized comprehensive geriatric assessments can result in improved survival, reduced hospital and nursing home stays, decreased medical costs, and improved functional status. In addition, geriatric assessment can help in determining patient placement, assistance needed for daily activities, selection of medications, and prognosis. This paradigm shift of care -from disease-oriented to function-oriented assistance -entails knowledge of social, cognitive, and mobility factors that are seldom considered within the scope of traditional medical practice. Older persons can benefit from this change in focus. Small improvements in functional, psychologic, or cognitive abilities may provide substantial benefits in the patient's quality of life."
Mobility
"For the Get Up and Go Test, no score is tallied; results are considered normal if none of the gait abnormalities is present. Undue slowness, hesitancy, unsafe maneuvers, excessive truncal sway, grabbing for support, and stumbling are additional abnormalities that indicate gait and balance problems. Severe abnormalities are considered present if the subject appears at risk for a fall at any time during the test. Although no norms have been established, timing the Get Up and Go Test facilitates serial comparisons. Indeed, self-selected gait speed is the single greatest predictor of self-perceived function and overall physical performance in a wide range of abilities." Balance "In addition to the Get Up and Go Test, disorders of standing balance can be detected by using a modified Romberg test, in which the standing patient performs tasks of increasing difficulty, first with the eyes open and then with the eyes closed (Fig. 1) . With each successive maneuver, stability is observed and the patient is asked. "Do you feel steady?" Thus, balance can be roughly estimated, and the maneuvers may help identify causative factors (for example, osteoarthritis, peripheral neuropathy, foot problems, atherosclerosis, weakness, stroke, pain, or contractures). For patients who are nonambulatory or who demonstrate gait impairments, ability to transfer from one surface or level to another should be assessed. Direct observation of sitting balance, transfers, and pivoting maneuvers can yield added information on strength, safety, and level of independence." "The Functional Reach Test is another simple tool for assessing balance (Fig. 2) . A patient standing with one shoulder close to a wall is asked to extend the fist along the wall directly frontward. With the fist extended, the subject then leans forward as far as possible without taking a step or losing stability. The patient should be able to move the fist forward at least 6 in (15 cm); shorter distances indicate a substantial risk for falling." Hand Function "As a simple measure of grasp strength, the patient can be asked to squeeze two of the examiner's fingers with each hand. Pinch strength can be assessed by having the patient firmly hold a piece of paper between the thumb and index finger while the examiner tries to pull the paper out. For a more direct test of dexterity and performance, the patient can be asked to pick up a penny, spoon, or toothbrush from a table (or, while seated, from the floor). Observation of the patient's attempt to write a sentence as part of the Folstein Mini-Mental State Examination (MMSE -discussed in the next section) provides similar information."
Cognitive Function
Refer to Psychiatry Curriculum and Psychiatry Portfolio.
Vision
"For the primary-care physician, sparse literature is available on the appropriate questions for screening for functional visual impairments. Useful factors for assessment are summarized in Table 3 . Overall, the degree of visual impairment seems best assessed by its influence on the patient's functional abilities, such as the ADLs. Any vision-related complaint suggests the need for formal ophthalmologic evaluation. A brief globe and fundus examination and simple standard confrontative visual field assessment can help identify specific ophthalmologic problems. These studies, however, can be difficult in the elderly population and are of unproven clinical utility as screening tools in patients who do not complain of visual problems." Hearing "Otoscopic examination for cerumen or serous otitis is essential and should be done before any testing for hearing loss. Cerumen obstruction commonly contributes to hearing loss, and its removal can dramatically improve acuity. Hearing acuity can be tested by simple methods such as asking the patient to identify the sound of a ticking watch or the presence of two fingers rubbing together by the ear. Difficulties with speech comprehension can be evaluated by whispering 10 words while standing 6 in (15 cm) behind the patient (the "whisper test"). An inability to repeat 50% of the words can identify those patients who may have poor results with hearing aid because of dysfunctional auditory processing. Tuning forks are of limited utility in assessing auditory acuity.
Bone and air conduction can be assessed in patients with hearing loss by first placing a 256-Hz tuning form base on the mastoid process (bone conduction) and then positioning the tines close to the ear (air conduction) and asking the patient which is louder. Waiting for the sound to fade is of doubtful added significance, as is assessing for lateralization. Normally, air conduction is louder than bone conduction. If hearing acuity is poor and sound conduction is normal, the patient most likely has presbycusis. The patient should then be referred for audiometry for further quantification of hearing loss." Continence "Because of embarrassment and worry about appearance and odor, or perhaps because of a perception that the condition is untreatable or is a normal accompaniment of aging, patients may not report incontinence unless directly asked by the physician. Some simple questions can easily introduce the subject (Table 4) . Judgmental questions should be avoided -for example, "Do you ever wet yourself?" or "Do you wear a diaper?" Clinicians may find that repeated inquiries may be necessary before a patient will identify UI as a problem." Nutrition "Perhaps the most useful indicators of nutritional status in elderly patients are a loss of weight from baseline or the development of anorexia. Weight loss of more than 5% of total body weight (or 5 lb [2.3 kg]) in 1 month or more than 10 lb [4.5 kg] in 6 months is significant. Because self-reported weights can be inaccurate, the weights of elderly patients should be regularly recorded (on each visit or every 6 to 12 months) to document any weight loss."
Depression
Refer to Psychiatry Curriculum and Psychiatry Portfolio. • Do you ever leak urine?
• Do you have trouble holding your urine?
• Do you ever lose urine when you don't want to?
• Does urine come out by itself -such as when you cough, laugh, or have the urge to urinate?
